
MICHIGAN DEPARTMENT OF STATE 
Third Party Testing Program 

 
 

Third Party Examiner Monthly Skills Tests Summary Report 
 

MONTH/YR.                                                                
 This is a corrected report  

  
ORGANIZATION NAME: _____________________________________________________________ ORG. NO. ___________  

  
EXAMINER NAME: ___________________________________________________________________EXAM. NO. _________ 

 
Automobile Operator Skills Tests 

 This examiner did not conduct any automobile skills tests this month. 
 
 Total automobile 
 score sheets 
 submitted 

 
Incomplete tests 

(Non-performance) 

 
 Basic control 
 (off-road) 
 performance 
 failures 

 
Driving test 
performance 

failures 

 
 

 
Document/Other 

 
 Equipment
   

 
 

 
\ 

 
Commercial Driver License Skills Tests 

 This examiner did not conduct any CDL skills tests this month. 
 
 Total CDL 
 score sheets 
 submitted 

 
Incomplete tests 

(Non-performance) 
 

 
 Vehicle 
 inspection 
 performance 
 failures 

 
 Basic control 
 (off-road) 
 performance 
 failures 

 
Driving test 
 performance 

failures 

 
 

 
Document/Other 

 
 Equipment 

 
 
 
 

 
 

 
 

 
Motorcycle Operator Skills Tests 

 This examiner did not conduct any motorcycle skills tests this month. 
 
 Total motorcycle 
 score sheets submitted 

 
Incomplete tests 

(Non-performance) 

 
Driver performance 

failures 
 
 
 
 

 
Document/Other 

 
 Equipment 

 
 

Designated Representative: I certify this report and the test documents attached are accurate and complete to 
the best of my knowledge and belief: 
 
 
     _____________________________________________________________ 
      DESIGNATED REPRESENTATIVE SIGNATURE 

**Reports must be received in Lansing by the 15th of each month - allow at least 5 days for mailing 
 

(TPT-090 Rev 2/00) 
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